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Alife safety survey was conducted by the state of
Tennessee Department of Health, Division of
health licensure and regulation office of health
care facilities on 1/8/17. During this life safety
survey, Sweetwater Nursing Center was not
found to be in substantial compliance with the
requirements for participation in -
Medicare/Medicaid at42 CFR Subpart 483.70(a), K 971

Life safety from fire, and tile related National Fire
Protection Association (NFPA) standard 101 -
2012 edition.

K 271| NFPA 101 Discharge from Exits

Discharge from Exils

Exit discharge is arranged in accordance with 7.7,
provides a levelwalking surface meeting the
provisions of 7.1.7 with respect to changes in
elevation and shall be maintained free of
obstructions. Additionally, the exit discharge shall
be a hard packed all-weather fravel surface in
accordance with CMS Survey <1 Certification
Letter 05-38+.

18.2.7, 19.2.7, S&C 05-38

This STANDARD is not met as evidenced by:
Based on observation and Interview, the Facility
failed to maintain exit discharges. This deficiency
affected 2 of 8 smoke compartments.

The findings include:

Observation and interview with the maintenance
director on 1/9{17 between 8;18 AM and 8:30 AM
revealed the exit discharges at the South wing
nurses station and by room 214 had show and ice
accumulations,

The maintenance director was present when the

Corractive Action for Targeted Area

On 1/9/17 the Maintenance Directar
had the snow and ice removed st the
exit discharges located by the South
wing nurses station and room 214.

Identiflcation of Area with Potential to
be affected

On 1/9/17 the Mainienance Director
checked facility exit discharge areas for
accumulations of snow and ice and
found no other areas affected

Systematic Chanpes

Measures to assure/meet compliance
includes daily monitoring of facility exit
discharges for snow and ice when the
outside temperature drops to 32
degrees Fahrenheit or below and
maintain a supply of melting salt to use
in preventing any such build up as the
weather requires.
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Continued

deficiencies were identified and was
acknowledged by the administrator during the exit
conference on 1/8417.

K271

Monitaring

Results of these audits will be presented
monthily by the Maintenance Director to
the Quality Assurance Performance
Imprevement Committee for review and
recommendations until the desired
threshold of 100% compliance is met for
3 consecutive months.  The Executive
Director and Maintenance Director will
follow up on recommendations frem the
QAP Committee to assure compliance.
The Qualily Assurance Performance
Improvement {0API) Committee consists
of the Executive Director/Administrator,
iMedical Director, Director of Nursing,
Asst. Director of Nursing, Dietary
Manager, Housekeeping Supervisor,
Medicai Records Coordinator, Social
Services Director, Activities Director,
Business Olfice  Manager, Human
Rescurces Manager, Maintenance
Director and Rehab Manager and mMDS
Coordinator.

[Ebj[’?
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Evacuation and Relocation Plan On  1/9/17 and  1/10/17  the
There is a wrilen plan for the protection of all Maintenance Director and Dietary
patients and for their evacuation in the event of Manger in-serviced kitchen staff to
an emergency. - .
Employees are periodically instructed and kept familiarize t_hem with the lcomponents
informed with their duties under the plan, and a and operation of the kitchen hood
capy of the plan is readily available with telephone suppression system. On 1/20/17 the
operator or with security. The plan addresses the Maintenance Director met with kitchen
basic res_ponse required of staff per 18/19.7Y.2.1.2 staff on the aperation and components
and provides for all of the fire safely plan f the hood A 4
Components per 181’19.2.2. or the [a14] suppressian System an
18,7.1.1 through 18.7.1.3, 18.7.2.1.2, 18.7.2.2, found staff competent.
18.7.2.3, 18.7.1.1 through 18.7.1.3, 19.7.2.1.2,
18.7.2.2, 19.7.2.3 Identification of Area with Patentlal to
This STANDARD is not met as evidenced by: be atfected
Based on observation and interview, the facility
failed to ensure dietary staff was trained on lhel The hood suppression system is located
hood suppression system and components. This i the ki P her | i th
deficiency affected 1 of 8 smoke compartments. in the kitchen and no other area in the
faciiity Is affected. Any dietary staff
The finding includes: member has the potential to be
. . . affected by this practice.
Observation and interview on 1/917 at 10:23 AM
reveaied 2 0f 2 d;e_tary staff were unfamiliar with Systematic Changes
the hood suppression system and components. SEIMatic LNankes
NFPA 101, 9.2.3, NFPAZG, 10.5.7 .
Measures to assure/meet compliance
The maintenance director was present when the includes a monthly audit conducted by
deficiency was identified and was acknowledged the Maintanance Director of kitchen
by the administrator guring the exit conference oh staff’s knowledge of the kitchen hood
weny. supprassion system and compliance
' with NFPA 101 and NFPA 96. Also new
kitchen staff will be in-serviced on hire
for correct operation of the kitchen
hood suppression system.
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Monitoring

Results of these audits will ba presented
monthly by the Maintenance Director to
the Quality Assurance Performance
Improvement Committee for review and
recommendations until the desired
threshold of 100% cempliance is met for
3 consecutive months. The Executive
Director and Maintenance Director will
follow up on recommendations from the
QAP! Commiitee to assure compliance.
The Quality Assurance Performance
Improvement  {QAPI) Committee
consists of the Executive
Director/Adminlstrator, Medical
Director, Director of Nursing, Asst.
Director of Nursing, Dietary Manager,
Housekeeping  Supervisor, Medical
Records Coordinator, Social Services
Director, Activities Director, Business
Office  Manager, Human Resources
Manager, Maintenance Director and
Rehzh Manager and MPS Coordinator.

1/20/17
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